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Predictive assessment of mortality and morbidity remains an
important component of preoperative evaluation of any surgical pro-
cedure. Most preoperative risk assessment models have been devel-
oped for open surgical procedures with variable predictability.1,2 The
introduction and widespread use of less invasive surgical proce-
dures, either by laparoscopic or endovascular techniques has
heightened the need for developing new risk models that could
predict postoperative mortality and morbidity.
Treatment of abdominal aortic aneurysm has undergone dra-
matic changes in the last two decades. Despite the many advances
in anesthetic management, preoperative risk factor modifications,
and postoperative care, the 30-daymortality has remained between
3% and 5% with higher mortality and morbidity in high-risk
patients.3 Despite the significant threefold reduction in mortality
in single centers, statewide databases and randomized trials, com-
pared with conventional open repair, no analysis of criteria has
been performed that can objectively identify those risk factors
that increase 30-day mortality in endovascular aneurysm repair
(EVAR). The EVAR 2 trial used a series of medical risk factors and
“pragmatic” approaches to deem a patient unsuitable for AAA
repair.4 Our group reported much lower 30-day mortality (2.9% vs
9%) for high-risk patients compared with EVAR 2 trial based on
medical comorbidities.5 Both reports were based on risk factors
commonly used to predict mortality in open repair not specific to
EVAR.
In this issue, Drs Egorova, Giacovelli, and collaborators de-
scribe an extensive analysis of the Inpatient Medicare database of
patients with elective abdominal aortic aneurysm (AAA) repair
from 2000 to 2006 and develop a risk model of preoperativethough some of the preoperative comorbidities that predict higher
30-day mortality are similar to those described for open repair,
some factors are different and other similar factors have a different
predictor effect on 30-day outcomes. This preoperative score, as a
predictor of 30-day mortality, provides for the first time, an objec-
tive indicator of the mortality risk specific for EVAR in high-risk
patients. Another important observation of this report is the iden-
tification of a very small number of EVAR candidates that are truly
very high-risk even for this less invasive procedure. This preopera-
tive predictive score will be of great utility to interventionalists who
frequently perform EVAR.
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